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Diagnosis and treatment of spinal dural arteriovenous fistulas at the craniocervical junction: two case reports and literature
review

AN Xue—feng, WANG Yi, QIN Jie, HUANG He, YANG Ming, MA Lian—ting. Department of Neurosurgery, General Hospital of Central
Command, PLA, Wuhan 430070, China

[Abstract] Objective To explore the diagnostic and therapeutic methods for spinal dural arteriovenous fistulas (SDAVFs) at the
cranio—cervical junction. Methods The clinical data of two patients with SDAVFs at the cranio—cervical junction were retrospectively
analyzed. The diagnosis, treatment plans, and outcomes were elaborated in detail, and a summary was made in combination with the
relevant literature. Results Both patients were diagnosed by selective cerebral and spinal angiography and successfully underwent
microsurgical cauterization of the fistula. Postoperatively, their symptoms improved significantly, sensory disturbances were mitigated,
and muscle strength in the limbs as well as bladder and bowel functions returned to normal. Conclusion Selective cerebral and spinal
angiography is the gold standard for diagnosing SDAVF's at the cranio—cervical junction, and microsurgical cauterization of the fistula is
an effective treatment approach.
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Figure 1 Preoperative images and intraoperative microscopic manifestations of a patient with spinal dural arteriovenous fis-
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tula at the craniocervical junction

A-B: Preoperative cervical and thoracic MRI plain scans, with arrows indicating abnormal signals in the medulla oblongata, cervical, and upper thorac-
ic spinal cord. C—E: Preoperative 320—CTA of the head reveals arteriovenous fistulas at the craniocervical junction, with arrows indicating abnormal
vascular imaging. F: Left external carotid artery angiography shows the feeding artery and reflux vein of the arteriovenous fistula. G-H: Intraoperative

microscopic observation of the arteriovenous fistula, with arrows indicating the feeding artery.
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Figure 2 Preo— and post—perative imag-
es and intraoperative microscopic mani-
festations of a patient with spinal dural
arteriovenous fistula at the craniocervi-
cal junction

A. Preoperative head CT shows hemorrhage in
the right basal ganglia and extended into the ven-
tricle. B: The three—dimensional image of preop-
erative left vertebral angiography, with arrows in-
il dicating the feeding artery and the draining vein
of the arteriovenous fistula. C: The anteroposteri-
or view of preoperative left vertebral angiogra-
phy. D: The lateral view of preoperative left verte-
bral angiography. E: Intraoperative microscopic
observation, with arrows indicating the feeding ar-
tery and the thickened draining vein. F: The post-
operative anteroposterior view of left vertebral an-
giography revealed the disappearance of the fistu-

i la and no residue.
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